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Editorial Comment 


DOCTOR NINE. outstanding 
ESMOND R. LONG  pliysicians of Vhila- 
IS HONORED delphia and the wri- 


ter have endorsed 
Esmond R. Long for Honorary Member- 
ship in the Philadelphia County Medical 
Society. Doctor Long has been working 
in Philadelphia for the past five years as 
director of the Laboratory and Director 
of the Henry Phipps Institute for Study, 
Treatment, and Prevention, of Tubercu- 
losis, 

A nationally and World prominent 
figure in various phases of tuberculosis 
research, author of numerous books and 
papers on the same subject, Doctor Long 
has received many of the highest honors 
from the greatest Scientific Societies in 
America. Last year he was President of 
the National Tuberculosis Association, 
from which he received the Trudeau 
Medal in 1932. 

The Philadelphia physicians sponsor- 
ing the Honor to Doctor Long are: Dr. 
Chevalier Jackson, World famous Bron- 
choscopist ; Dr. Robert G. Torrey, Profes- 
sor of Medicine, Women’s Medical Col- 
lege of Philadelphia; Dr. A. C. Morgan, 
i member of the House of Delegates of 
the American Medical Association; Dr. 
Charles Leonard Brown, Professor of 
Medicine, Temple University School of 
Medicine; Dr, Hobart A. Reimann, Pro- 
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fessor of Medicine, Jefferson Medical Col- 
lege; Dr. William Egbert Robertson, 
President of the Philadelphia County 
Medical Society; Dr. Edward Bortz, Chief 
of Medical Service, Lankenau Hospital ; 
Dr. Moses Behrend, Thoracic Surgery 
Chief of Philadelphia General Hospital 
and State of Pennsylvania Tuberculosis 
Sanatoria; and Dr. Frederick S. Baldi, 
Superintendent of County Prisons of 
Philadelphia. F. W. B. 


UNTRAINED I'v is time for a word of 
PNEUMOTHORAX caution regarding the 
OPERATORS practice in some hos- 


pitals of allowing in- 
sufficiently trained medical personnel to 
perform Artificial Pneumothorax. 

Serious and sometimes fatal complica- 
tions result from this practice. 

Almost as baneful is the practice of 
having a different trained operator for 
each refill. This deprives the patient of 
the better judgment possible when one 
operator watches the effect on the pa- 
tient’s disease of varying intrapleural 
pressures and concomitant degrees of col- 
lapse. The patient misses and resents the 
lack of personal interest and loss of pa- 
tient-doctor relationship and confidence 
which such a practice engenders. 

Investigation will show that these two 
reasons are operative in many hospitals 
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treating Tuberculosis where the percent- 
age of patients leaving “against advice” 
is too high. F. W. B. 


SULPHANILAMIDE clinical and lab- 
oratory investigation 
of Sulphanilamide is going on at a fur- 
ious pace throughout the World. 

Two Facts Stand Out: 

lL. It is indicated by investigations thus 
far that the tremendous 
therapeutic effect in Pnheumococcus Pheu 
Invlia, irrespective of Type, and in some 
streptococcic and other infections. 

2%. It is indicated that the drug must 
be used with caution; the most apparent 
danger being the variation in individual 
tolerance. Therefore, the patient must be 
closely supervised by the physician, and 
blood and other changes constantly looked 


chemical has 


for. 

It is earnestly recommended by the wri- 
ter that every practicing physician who 
has not already done so, familiarize him- 
self with the observations already made 
and carefully and critically watch devel- 
opments, 

An article on this subject by Dr. Harold 
i. Bohlman, of Baltimore, Md., appears 
in this issue on page 24. F. W. B. 
MEMBERSHIP IN THE 


AMERICAN COLLEGE 
OF CHEST PHYSICIANS 


CHARTER Mem- 
bership in The 
American Col- 
lege of Chest 
Physicians has now been closed in four- 
teen states and the District of Columbia, 
With the exception of certain chest spec- 
ialisis of importance in National, State, 
County, and Municipal State Sanator- 
iums Who did not have an opportunity 
to join The American College of Chest 
Physicians until the change in the By- 
laws of June 7th, 1937, 

As the quota of Charter Memberships 
for the remaining states is reached, it is 
proposed to close them likewise. Member- 
ship thereafter will be dependent upon 
examination conducted by the Board of 
Regents. The entrance fee will then be 
$50.00 payable prior to examination. A 
proper refund will be made to those ap- 
plicants failing to be passed by the Board 
of Regents. 
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The Board of Regents as they noy 
stand are as follows: Ralph C. Matson, 
M.1)., Portland, Oregon, Vice-Chairman: 
H. Frank Carman, M.D... Dallas, Texas: 
McLeod M. George, M.D)., Denver, Colo. 
rado; Benjamin Goldberg, M. D., Chicago, 
Illinois; Kdward W. Hayes, Mop. 
rovia, California; John N. Hayes, Mp, 
Saranac Lake, N. Y.; Champneys 4, 
Hlolmes, Atlanta, Georgia; Jay 
Arthur Myers, M.D., Minneapolis, Minn: 
J. O'Brien, M.D., Detroit, Michi. 
gan; Victor S. Randolph, M.D., Phoenix, 
Arizona, 

FRANK WALTON BURGE, M. 

Chairman, 

Philadelphia, Pa. 


THE 
DETROIT PLAN 


RECENTLY, we have been 
hearing much about the 
DETROLT PLAN | for 
the eradication of tuberculosis. What is 
the DETROIT PLAN? 

The PLAN is a well round: 
ed out tuberculosis program which will 
eventually bring every inhabitant of De 
troit into a physician's office for a Man- 
toux or Von Pirquet skin test. If the re 
action to the test is Positive, then the pa- 
tient is automatically referred to a com- 
petent Radiologist for an x-ray picture 
The plates are read by experienced Roent- 
genologisis, and when in doubt, physi- 
cians from local sanatoria are called in 
for consultation. 

Patients who are able to pay the physi- 
cian’s fee for the skin test and the x-ray, 
are expected to do so. Those patients who 
are not able to pay the physician's fee, 
can also have the services of a_ private 
physician, and the City of Detroit will 
pay the doctor $1.00 for the skin test, and 
if an x-ray picture is indicated, the City 
of Detroit will pay the Roentgenologist 
$5.00 for the x-ray plate. For this put 
pose, the City of Detroit has set aside a 
fund of $1,000,000 to be spent within the 
next five years. 

The City of Detroit is making use of 
every available bed in its fight against 
tuberculosis. More than a thousand beds 
in private sanatoria have been contracted 
for by the city for the care of tuberculous 
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patients, who cannot be accommodated in 
the City, County, or State Sanatoria. 

Legislation has been enacted to hos- 
pitalize by compulsion, if necessary, those 
tuberculous individuals, who may be a 
menace to the community wherein they 
reside. This is especially applicable, when 
there are small children in the family. 

Physicians are trained for their work, 
and they are compensated by the City of 
Detroit for their services. Visiting nurses, 
especially trained in tuberculosis work 
follow up every known case and contact. 

The City of Detroit through its Health 
Department, the Wayne County Medical 
Society, and the Detroit Tuberculosis 
Sanatorium Association are united in 
this fight to eradicate tuberculosis. 

Dr. Bruce Douglas, Tuberculosis Con- 
troller at Detroit, has released the fol- 
lowing figures: Up to July Ist, there were 
41.434 skin tests made in Detroit of which 
10.010 were Positive. Of the 10,010 Posi- 
tire Reactors, T403 had been x-rayed, and 
313 Clinical Cases of tuberculosis were 
found. This report shows that they are 
finding approximately one active case of 
tnhereulosis for every one hundred cases 
tested. Should this ratio hold true all 
over the United States, and we have every 
reason to believe that it would be higher 
in many other communities; however, 
using the Detroit statisties as a basis: 
there are 120,000 people walking the 
streets with active tuberculosis and they 
are unaware of the fact that they have an 
active communicable disease. Who is safe 
from infection? What is to be done about 
it? Note what Detroit is doing! 

They are not content with merely re- 
peating, “Public Health is purchasable.” 
They have set out to purchase it. Tf they 
ran conquer tuberculosis, and from all in- 
lieations, it looks very much that they 
are on the right track; then, the money 
‘xpended will be a drop in the bucket 
‘ompared to what is spent annually for 
‘anatorinm eare. And, how about the 
saving of hnman lives? And, how about 
the saving of human suffering. and all of 
the economic ills that go hand in hand 
With tuberculosis? 

The American College of Chest Phys. 


icians in annual Session at Atlantic City, 
passed a resolution endorsing the 
TROIT PLAN. 

Dr. Henry F. Vaughan, Dr. Bruce I. 
Douglas, Dr. Edward J. O’Brien, Paul de 
Kruif, A. M. Smith, the Detroit) News, 
and Radio Station W.W..J.; we salute you, 
and we say: “This is not Detroit's fight 
alone; it is the fight of every City and of 
every Township in the United States.” As 
long as tuberculous patients with positive 
sputum travel from one City to another, 
no one is safe from infection. The Dk- 
TROIT PLAN is pointing the way. Let 
us follow! 


EDITOR'S NOTE: 


The above editorial has been released for publication 
by Murray Kornfeld, President of the Associated Editors 
of Tuberculosis Publications, and the Managing Editor ot 
Diseases of the Chest. 

It will appear in approximately forty (40) sanatorium 
publications in the United States and Canada. The com- 
bined circulation of these publications is more than 
60,000. 

The Associated Editors of Tuberculosis Publications 
have undertaken to publish a syndicated article each 
month on current news in the tuberculosis field, and this 
article by Murray Kornfeld is the first in a series re 
leased by their Committee on Policy and Publicity. 

The editors of DISEASES OF THE CHEST extend their 
‘ongratulations to the members of the association upon 
their splendid undertaking, and for the useful work tha: 
the individual editors have been doing over a period o! 
years. The various ‘San-Mags” are a splendid adjunct 
to our fight for the eradication of tuberculosis, and they 
occupy a necessary place in our sanatorium life. 

We are pleased to note that articles in these sana 
torium publications are being reprinted from DISEASES 
OF THE CHEST. We are at all times ready to lend our 
assistance to worthy sanatorium publications, and ar 
therefore pleased to publish the above editorial. 


C. M. H. 
SOUTHERN ONE of the outstanding 
TUBERCULOSIS inectings of the year, is 
CONFERENCE the Southern Tubereu- 


Conference. This 
year, Richmond, Virginia is the host City ; 
and the program committee has prepared 
an interesting program for the meeting. 
For a list of the speakers and other par- 
ticulars about the meeting, please turn to 


page 22. Cc. M. H. 


losis 


DISEASES OF 
THE CHEST 


For practical journal 
on Chest diseases we re- 
commend “Diseases of the 
Chest.” Reading time of papers published 
is from 5 to 15 minutes. Take advantage 
of subscription offer on page 32. ©. M.H. 
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Thoracoplasty in Tuberculosis 


Of the Lungs* ~(.A Review ) 


Iv Is just three vears since 
the establishment of a Unit 
in Thoracic Surgery, Depart- 
ment of Tuberculosis, in the 
Philadelphia General Hospi- 
tal. Our object in making this presenta- 
tion is for the purpose of giving you a 
resume of our results obtained by the 
operation of thoracoplasty as a means of 
producing collapse of the lung. Our re- 
sults in this hospital with this operation 
have almost revolutionary. While 
we must admit that three years is not 
quite sufficient time to evaluate these 
results, the number of arrested cases has 
heen encouraging and prompts us to pre- 
sent them. 

The choice of operation for each indi- 
vidual is considered in our conferences, 
which are held every second Wednesday 
of the month at 4 p. m. 


been 


Results of Thoracoplasty 


(‘oming now to the basic feature of our 
paper—the results of thoracoplasty in 
the past three years, I would call your 
attention to the fact that 25 cases have 
been discharged from this hospital as 
arrested or greatly improved types of 
their disease. Fifteen of these were free 
of tubercle bacilli before they left the 
hospital. Two patients who left the hos- 
pital sputum positive are now negative. 
We believe that others who have 
mitted to this form of compression ther- 
apy will eventually become negative. 


sub- 


This much desired result) has been 
ultimately gained with the greatest 


amount of cooperation on the part of the 
patient, phthisiologist, and surgeon. On 
account of the formation of a follow-up 
clinic presided over by the Unit in Tho- 
racic Surgery, we have had, in the past 
few weeks, an opportunity to observe our 
results. One of the phthisiologists, after 
viewing the x-ray plates of three of our 


*Read before Staff Meeting, Department of Tuberculos- 
is, Philadelphia General Hospital, November 10, 1936. 
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By patients recently said, “When 
MOSES BEHREND, M. D. 
RICHARD H. MEADE, JR., M.D. 
RUBEN M. LEWIS, M.D. 
Philadelphia, Pa. 


one considers that four years 
ago no surgery of this king 
was performed in this hospi- 
tal, you ought to have g 
swelled head with the results you ar 
getting.” Such praise is but an added 
inducement to carry on with better work 
and greater results in the future. 

To enter specifically upon the consider. 
ation of each arrested case would take 
up too much time. Of great value, hov- 
ever, is the consideration of a few, not 
only of our good results, but also of those 
which were unsuccessful. Possibly it 
would be in order to give a brief account 
of those cases in which we failed. The 
reasons for not having these patients 
bacteria free can be graphically shown 
by the lipiodol injections as carried ont 
by Dr. Blumberg, who used the so-called 
gravity method. We have obtained a yal- 
uable amount of information from these 
bronchograms and the Unit in Thoracic 
Surgery wishes to express its indebted- 
ness to him at this time. 


Illustrative Cases (Improved) 


For example, T. K. has had five stages 
including an antero-lateral thoracoplasty. 
Sputum is still positive. Lipiodol shows 
communication with the bronchus, and 
at the base of the lung there is evidence 
of bronchiectasis. This accounts in part 
for the positive sputum. Figs. I, II, Tl 

S. K. has had the same number of 
operations. In addition, she has had tr 
berculous laryngitis which has cleared 
up almost entirely following the various 
stages of thoracoplasty. This is due to the 
fact that the larynx is exposed less {0 
the action of the tubercle bacillus. The 
lipiodol has entered bronchiectatic cave 
ties. Figs. IV, V, VI, VII. 

A. C. had four stages of thoracoplasty 
including an anterolateral. She left the 
Philadelphia General Hospital about 
three months ago and entered a sanator 


ERRATA: This page continued on page 12; then back 
page 10; concluded on page 13. 
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for many years, are still inadequate. How- 
ever, 25 arrested and improved cases in 
the comparatively short time of three 
years must demonstrate to all the vital 
part that surgery plays in the treatment 
of tuberculosis of the lungs. 


Prevention of Tuberculosis 


The President of the Philadelphia 
(‘ounty Medical Society has stressed the 
idea that topics in this year’s meetings 
ure to be devoted almost solely to the pre- 
vention of disease. The first meeting dealt 
entirely with the prevention of tubercu- 
losis of the lungs. Statistics were given 
by the speakers mentioned above, illus- 
trating a gratifying decrease in the death 
rate as a result of the improved methods 
of treating tuberculosis, and as an added 
method of prevention thoracoplasty may 
le placed high in the list. The expres- 
sions of gratitude on the part of the pa- 
tient who is able to return to his family 
because he is no longer a carrier of in- 
fection, are indeed gratifying. Many ex- 
umples could be cited but one case stands 
out very prominently—that of a mother 
of two children who had not been home 
for seventeen months. She is now happy 
und well and still gaining weight. 


(iain in Weight 


It has been observed in the majority 
of patients who have had thoracoplasties, 
whether they become tubercle bacillus 
free or not, that the gain in weight varies 
from 5 to 40 pounds. In addition, the 
enforeed bed rest has also contributed 
its share to the well being of these pa- 
tients. It is, however, the physiological 
rest given the lung after operation when 
patients are out of bed, coupled with a 
negative sputum, that 
tients arrested. 

I do not believe that any other form 
of treatment, for example bed rest, can 
vive the quick results that thoracoplasty 
dloes. In support of this, one has only to 
follow the results of the operation. With 
improved technic (Scandinavian method 
of Dr. Carl Semb) we hope to discharge 
more arrested patients after the first 


keeps these pa- 
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stage, 
Morbidity and Mortality 


The consideration of morbidity and 
mortality is greatly influenced in this 
hospital by the character of the cases, 
the extent of the disease, and very oftep 
the poor physical condition of the indi. 
vidual when he enters our hospital. For 
here, as it is well known, the poor and 
under privileged come for treatment in 
greater number than to any other hos. 
pital. Notwithstanding this, the morbidity 
and mortality has not been greater than 
that of other hospitals. As stated before, 
we have discharged many patients as ar- 
rested and able to resume their former 
duties, while others have been so much 
improved in health as to be able to leave 
the institution much benefited as a result 
of operation. Of the eight cases that died, 
thoracoplasty was performed for tuberev- 
losis of the lungs alone. All except one 
had bilateral involvement of the lungs. 
Deaths from empyema are excluded in 
this group. They must be considered by 
themselves in another paper. Of the eight 
that died, one patient, 49 years of age, 
passed away as a result of pneumonia 
or atalectasis. 

M. H. died three months after the 
second stage. She developed severe gas 
tric symptoms and a severe rise in temp 


erature. This was no doubt, due to re. 


activation of the lesion. 

H. Y. had bilateral tuberculosis and 
tuberculous laryngitis. He died as a result 
of bilateral superior laryngeal block per 
formed on another service. After the 
operation the cough reflex disappeared. 
Death resulted four days after operation. 

©. A. was in poor physical condition. 
She had three stages without any change 
in her condition for the better. 

M. C. and F. S. died of miliary tt 
berculosis. 

J. W. or K. died of tuberculous et 
teritis. 

C. McH. died after the fourth stage 
thoracoplasty as a result of cardiac fail 
ure. 

C. H. had a thoracoplasty. He died 
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inm where she gained 2244 pounds. Posi- 
live sputum when she left the hospital 
hecame negative in the sanatorium. This 
information was given in a personal com- 
munication from Dr. Gorman, Superin- 
tendent of the State Sanatorium at Ham- 
burg, Pa. About a week ago she returned 
to the hospital with tubercle bacilli again 
present. It was rather puzzling that she 
should again become positive, but with 
the lipiodol injections we can readily see 
the reason. The lipiodol injections demon- 
strate a residual cavity, from which no 
doubt the tubercle bacilli are expecto- 
rated. 


Illustrative Cases (Arrested) 


A. L. became sputum negative after 
the first stage thoracoplasty. She left the 


institution for several months. She re- 
turned pregnant. She is now sputum 


positive again which in all probability 
is a reactivation and extension of the dis- 
ease due to her pregnancy. The pregnancy 
has been terminated by one of our Gyne- 
cologists. Fig. VIII. 

Of the twenty-five cases discharged 
from the hospital referred to above, those 
that stand out prominently are two col- 
ored men, B. A. and G. G. 

. A. was discharged after three stages 
of a graded extra-pleural thoracoplasty. 
While he has gained only about six or 
seven pounds, he has no cough or spu- 
tum. Figs. IN, X. 

G. G., a very dark negro, has had three 
stages. Tle is bacillus free, has gained 
weight and feels fine. Figs. XI, XII. 

Ss. O'C. after two stages was discharged 
from the hospital. She recently appeared 
at the Clinic with the story that she had 
gained 41 pounds in weight. She looks the 
picture of health. Figs. XIII, XIV. 

M. Q., age 52, the oldest patient in our 
series, after two stages is well and has 
remained well. He was discharged over a 
Fig. XV. 


year ago, 
Bilateral Thoracoplasties 


Patients who arouse the keenest inter- 
whom we are able to 
perform bilateral thoracoplasties. These 


est are those in 
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cases must be selected with great care. 
We have performed this operation oy 
three patients with one death. One of 
these has remained arrested for months, 
J. H. is known to you, having been em. 
ployed in the hospital for many months 
before his discharge. He gained over 2% 
pounds and has remained arrested. C, §. 
is still in the hospital. The right side was 
operated upon two months ago and the 
left side during the meeting of the Clinica] 
Congress of Surgeons last month. He gives 
promise of obtaining a perfect result, 


Statistical Comparison 


As a means of comparison it would be 
of benefit to compare the operative results 
with those of bed rest. 

A brief statistical review gathered 
from the talks of Dr. Turnbull and Dr, 
Dexter at the meeting of the County Med- 
ical Society last month may help us in 
our deductions. Since 1900, 57,000 cases 
of tuberculosis of the lungs have been 
treated at the Philadelphia General Hos- 
pital. 21,000 have died, making the death 
rate 38 per cent. In 1935 there were 2904 
tuberculous patients admitted to the 
Philadelphia General Hospital of whom 
522 died. In 1935, 238 pneumothoraces, 
»9 thoracoplasties, 57 phrenics, and 4 
pneumolyses were performed. Up to Nov- 
ember 10, 1936, 115 thoracoplastic stages 
had been performed on 58 patients. Of 
these eight deaths followed thoracoplasty. 

According to Dr. Edith Mac Bride Dex 
ter, there are in this State 45,000 active 
cases of tuberculosis, one ninth of which 
are hospitalized. Her statistics show that 
in the State of Pennsylvania 129.6 per 
100,000 died in 1905, and 49.9 per 100,000 
died in 1935. 

Considering the fact that in 1900, 354 
patients per 100,000 died and in 1935— 
53.7 patients died, the great advance that 
has taken place in the treatment of tr 
berculosis is readily demonstrated, Sut 
gery has in no small measure contributed 
to this advance. As stated before, statis 
tics in this hospital, when compared with 
other hospitals where surgery on the 
phthisiologic patients has been performel 
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suddenly nineteen days after the second 
side had been operated upon. Ile was 
doing well for a number of days when 
suddenly a change was noted in his con- 
dition from which he never rallied. Fig. 
XVI. 

Finally, we cannot 


overestimate the 
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economic gain the County of VPhiladel- 
phia, when hospitalization of these pa- 
tients is shortened by many months. The 
happy, hopeful expressions, with which 
these patients leave the hospital to face 
the future anew makes all the labor and 
care expended on them worth while. 


Tuberculosis in the Practice 


Of Medicine 


One hundred thousand beds 
are maintained in this country, 
mostly at public expense, for the 
care and treatment of pulmonary 
tuberculosis. In the broad sense the ex- 
pert treatment thus provided for the in- 
dividual victim of this disease does not 
represent the most important function. 
Tuberculosis sanitoria have saved the 
lives of thousands who have never entered 
their doors, 

At no time has the number of beds 
available represented more than perhaps 
10 per cent of the number of existing 
cases capable of communicating the dis- 
ease. The partial isolation, however, of 
this small group has probably heen the 
most important factor during the last 25 
years in reducing the mortality rate— 
lecause it has reduced the infection rate 
upon which the death rate will of neces- 
sity depend. 

The mortality rate has followed the 
infection rate, naturally and inevitably, 
because we have learned so little concern- 
ing the factors, either constitutional or 
environmental, which may or may not af- 
fect the evolution of the disease after the 
primary infection is once acquired. Ex- 
perience and study do not indicate that 
we have as yet the information or under- 
standing necessary to exercise any par- 
ticular influence upon the course of the 
Infection. The scientific problems con- 
cerned are manifestly profound and in- 
volved. Where at all even touched upon 
by the hest thought, they are contro- 
Versial ; they cannot at present be reason- 
ably defined and in many cases can not 
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even be made the subject of con- 
jecture. Any complete or ade- 
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why one human being succumbs 
to tuberculosis and another successfully 
defends himself against the disease re- 
mains almost completely hidden, 

It is possible—if one is permitted to 
indulge in the hypothetical—that when 
and if the answer to the above question 
is known, it will have become of slight 
practical importance so far as the eradi- 
cation of tuberculosis is concerned. This 
will be true if human tuberculosis disap- 
pears at a rate similar to the bovine 
variety, and it may do so. 

Certainly the study in recent years of 
the tubercle bacillus itself represents 
profound thought and admirable scien- 
tific research, adding greatly to our 
knowledge of biological chemistry. Such 
knowledge may ultimately be employed 
to give us a better understanding of the 
pathology. As vet, however, this chemical 
study cannot be used by the clinical man 
in a practical way. In no sense may it 
immediately affect the attitude of thou- 
sands of capable men practicing general 
medicine, who have not yet adopted an 
adequate concept of or satisfactory 
procedure for this disease. 

Until rather recently most of our 
thought and nearly all of our procedure 
has been directed toward a_ program 
largely defensive in nature: We have pro- 
vided sanatoria with beds for the sick; 
we have treated the sick by the best 
methods we could develop; we have par- 
tially isolated a small percentage of them 
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for a temporary period; and we have 
taught that people should protect them- 
selves against infection. 

This type of program has been in the 
long run fairly satisfactory in progres- 
sively reducing the tuberculosis mortality 
figures. Through hospitalization of a 
rather small proportion of those suffering 
from communicable types of tuberculosis, 
through a general educational campaign, 
together with some improvement in thera- 
peutic management, the death rate has 
continued to drop steadily. Other less 
obvious and less tangible factors have also 
probably affected the decrease in’ mor- 
talitv. In mortality tables tuberculosis 
has receded from first place to fifth or 
sixth, having been superseded especially 
by malignant disease, by pneumonia, and 
by cardiovascular diseases. 

The statement must bear repetition, 
however, and must be emphasized, that 
tuberculosis is still the most common 
cause of death between the ages of 20 and 
10. The rate is higher in women than in 
men. The fact must still be stressed that 
the disease is communicable and preven- 
table, thus bringing the matter of its de- 
cline and possible eradication into the 
practical domain of preventive medicine. 

In diseases such as typhoid and malaria 
the origin was searched for; not the dis- 
ease. The disease itself was usually very 
obvious and well known. In tuberculosis, 
on the other hand, to find the source or 
origin it is frequently necessary to hunt 


the disease, which is often not obvious 
or known. This requires a change of 


thought and technique. In the light of 
What is now actually known, however, 
the problem is sufficiently tangible for 
the average physician to 
knowledge more 


employ his 
systematically in his 
everyday practice, 

To be practical, we must admit the 
necessity of continued defensive tactics, 
employing them with even more perse- 
verance. Additional hospital will 
have to be provided, continued study and 
improvement of therapeutic measures 
must proceed, On the other hand, because 
of gradually increasing interest on the 
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part of the public due largely to organizeg 
and directed publicity, the medical pro. 
fession and public health authorities 
ought now to be able effectively to dj. 
rect and control, an offensive movement, 
In this way only will a more adequate 
control of tuberculosis be ultimately 
achieved. 

To try to accomplish the recovery of 
an individual patient in whom far-ad. 
vanced already established. 
even with the best available modern treat. 
ment, is distressing, time consuming, ey. 
pensive, and uncertain. Moreover, a case 
that has reached such a stage when first 
diagnosed or discovered has already sown 
the seeds from which a future crop will 
appear. 

The great development in recent years 
of the surgical treatment of tuberculosis 
is commendable and remarkable; but the 
percentage of cases in which this highly 
technical procedure may be properly and 
effectively carried out is in reality ex- 
tremely small. It will probably never in 
fluence materially the general mortality 
rate in tuberculosis. 

To think of pulmonary tuberculosis as 
a disease manifested by fever, night 
and emaciation is an_ obsolete 
conception. To assume that it is not pres- 
ent because of the absence of such symp 
toms and signs is entirely unwarranted 
and frequently fallacious. To be consulted 
by patients concerning acne, headaches, 
indigestion, or pregnancy and to fail to 
recognize the presence of an_ existing 
tuberculosis, even though entirely un 
related to what may have prompted the 
consultation, is not good practice. Te 
discover that a woman with a year old 
baby has advanced pulmonary tuberet- 
losis is not only discouraging, but indi 
cates a failure in’ preventive medicine, 
not alone in one field, but in two. 

For a high school girl at time of eradua 
tion to have far advanced, practically 
hopeless disease, although she had con 
sulted a physician six months previous! 
on account of vague complaints of il 
health, constitutes a tragedy which might 
have been prevented, When a young We 
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man during the course of her training 
in nursing or shortly thereafter is found 
to have far advanced pulmonary tubercu- 
losis, there has been failure to appreciate 
and apply the economical, simple methods 
which are available—-were available—to 
avert such a catostrophe, and which, in 
the name of practical preventive medi- 
eine, should have averted it. 

To those with experience in tubereu- 
losis the cases just described will not ap- 
pear merely or only hypothetical. Similar 
actual instances arise at present in most 
communities, both rural and urban. 

Those especially interested have, in 
recent years, agreed upon certain import- 
ant and practical facts and procedures 
pertaining to pulmonary tuberculosis. 
These facts and procedures are so gen- 
erally accepted and practiced by phys: 
icians treating tuberculosis that they have 
come to be repeated over and over again 
in our attempts to popularize them and 
to bring about a more general apprecia- 
tion and understanding of their impor- 
tance in the minds of others. It is pos- 
sible that we may become slightly irksome 
to one another in so doing. It is possible 
that we may have our own doubts at 
times, not as to the validity of our argu- 
ments or the emphasis with which we 
need to state them, but as regards our 
apparent lack of effectiveness and accom- 
plishment. 

A number of diseases have been rather 
completely brought under human control 
in the last quarter of a century. They are 
largely those which, after determination 
of a specific bacterial organism as the 
responsible factor in their etiology, could 
he controlled by applying the principles 
of sanitary engineering. Other diseases, 
notably tuberculosis, have been brought 
partially under control. Many have as 
yet not heen influenced by our efforts at 
either prevention or cure. Some at least 
ay never be classed as preventable, 
others never as communicable, still others 
not sreatly influenced by treatment. 
Of tuberenlosis, in reality, can none of 
these things be said. Why does medical 
practice so slowly adopt the conception 
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that tuberculosis is communicable, is 
preventable, is responsive to treatment! 

Thirty years ago there was a_ period 
when medical journals abounded in ar- 
ticles setting forth the importance of the 
early diagnosis of appendicitis; and no 
program of a general medical meeting 
was complete without a paper emphasiz- 
ing the extreme importance of the early 
recognition and diagnosis of appendicitis. 
Unfortunately it is a fact that the death 
rate from appendicitis remains approx- 
imately the same as it was 30 years ago, 
if not slightly higher. Experience has 
shown that the contrary is true of tu- 
berculosis. Early diagnosis in tuberculos- 
is means vastly superior response to treat- 
ment and a vastly greater number of 
actual recoveries. 

Pneumonia, which at the present time 
appears near the top of the mortality 
list, may or may not ultimately be con- 
sidered as communicable or preventable. 
Certainly at present it would not be en- 
titled to such classification. Admittedly 
there has been recent improvement in 
its therapeutic management. There is 
nothing to indicate any possible influence, 
much less control, over its epidemiology. 

Cardiac and cardiovascular mortality 
rates are moving upward. These diseases 
are certainly not communicable in any 
true sense, even if to some degree trans- 
missible. We have no information which 
might be applied towards prevention ; and 
the results of therapy or management do 
not appear to be particularly related to 
the time at which their presence is de- 
tected. Unless our present conception of 
them changes radically, they may never 
be appreciably influenced by the applica- 
tion of simple, known principles or facts. 
How remarkably this situation changes 
with respect to tuberculosis! 

As compared to such formerly major 
diseases as typhoid and malaria, the era- 
dication of tuberculosis concerns prin- 
ciples and practices somewhat more in- 
volved and requiring more in the way of 
cooperative effort. The present knowl- 
edge available concerning the disease, 
however, is adequate for a campaign 
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Which should hecome almost completely 
successful—a campaign of practice, not 
of mere propaganda. Credit, however, is 
due to the forces not directly concerned 
with the affairs of medicine for their 
enlightening and educational influence. 
That such an organization as the National 
Tubereulosis shall continue 
to publicize facts regarding the disease 
should benefit all and need injure no one, 

The things which to one of experience 
or special opportunity in tuberculosis are 
rather obvious are not equally obvious 
to the public at large. To some extent the 
same thing is true of competent physi- 


Association 


clans who are engaged largely in other 
medical fields. Many fields of medicine 
deal more with the obvious and objee- 
live. 

The obstetrician deals largely with the 
obvious, manifested by objective exter- 
nal findings. The patient who consults 
him comes most frequently with a direct 
question pertaining to her condition. The 
surgeon in a situation of uncertainty due 
to a confusion or inadequacy of objective 
finding may do an “exploratory” and 
take a look. The orthopedist, the nose 
and throat the general 
practitioner are accustomed to dealing 
with 


specialist, and 
objective evidence or pronounced 
subjective symptoms, 

There are few diseases which may be- 
the human 
body as tuberculosis without presenting 
attract the 
attention of the patient and the physician. 
Yet few more definitely 
capable of exclusion by proper routine 


come as well established in 


objective manifestations to 


diseases are 


procedure. 

Kiven the internist may forget that the 
symptoms of pulmonary tuberculosis are 
neither immediate, direct, precise, nor 
pronounced; and that an absence of 
svinptoms is not conclusive. 

lor present knowledge concerning tu- 
herenulosis to be commonly and effectively 
applied 
plied it will not, of course, be effective— 
we should think and act along three lines 
and try to get others to do so: 


und unless it is commonly ap- 


lirst, it is possible in private practice, 
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in public health work, and by means of 
survey projects to determine, especially 
in individuals not beyond school age, the 
actual percentage who are infected and 
who they are. It is the right and duty of 
the man in private practice to obtain 
this information from all individuals who 
consult him regarding tuberculosis or any 
other health matter. Should not the family 
physician have the information as to 
whether children of a family are skin. 
positive to tuberculin as well as a record 
that they have been Schick and_ Dick 
tested and that their tonsils are “out”? 
He might “pick up” a case of tubereculo- 
sis in a family before it is too late if he 
adopted such a procedure, 

Second, it should become common prae- 
tice for all such known infected indi- 
viduals to be observed at stated inter. 
vals by their physicians in order that 
the 5 or 10 per cent (some would say 
more) of this group who will ultimately 
develop an actual reinfection type of pul. 
monary lesion (formerly referred to as 
the adult type of tuberculosis) may be 
detected before obvious so-called clinical 
symptoms have appeared. This necessi- 
tates x-ray examination of the chest. 

And third, some effort must be made 
to uncover in the group of older people 
the hidden case, chronic, and previously 
unrecognized, 

Tuberculin skin testing is notably re 
liable in disclosing the individual of any 
age who has at any time previously been 
in intimate and prolonged association 
with any other individual capable of com- 
municating the infection. When a chili 
of pre-school age is found to have a pos: 
tive tuberculin reaction it may be inferred 
that the souree from which that child's 
infection came is not far away. Lbetweel 
the ages of 5 and 15 the appearance of 
reinfection (adult type disease) is very 
infrequent, occurring very rarely, and 
usually in instances where the child is 
known to be living in a family in whieh 
an advanced case of the disease exists 
During the time of high school age 
adolescence children may become infected 
from sources other than their own family; 
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put even though there is no previously 
known case of an older person in that 
family, it is necessary and morally obli- 
eatory to exclude the disease by examina- 
tion of the older members. 

When tuberculin testing has been 
adopted as a routine medical procedure 
in the younger generation and the indi- 
viduals who have become infected are 
thus recognized, the question of early 
diagnosis will gradually become an ae- 
tual realization—but only then. The fact 
that the observation of tuberculin-positive 
reactors for the definite purpose of de- 
tecting the early evolution of reinfection 
disease requires an x-ray examination 
does not make the problem insoluble. The 
percentage of infected individuals is not 
large in rural districts; and the economic 
burden would be in no sense comparable 
to the continued financial load of operat- 
ing a sanatorium at public expense for the 


The Determination of Activity 
Tuberculosis 


ONE of the most difficult 
problems facing those who treat 
pulmonary tuberculosis is tha 
of determining the degree of 
alivity present in those patients who 
present few or no symptoms. 

It is easy enough to state that the dis- 
ease is active when there is fever, cough, 
marked expectoration containing tubercle 
bacilli, fatigue, and history of loss of ap- 
petite and weight. No one in the presence 
of these findings would hesitate to pres- 
cribe immediate rest in bed, and, in most 
cases, suitable collapse therapy as well. 

There are many patients, however, who 
present these symptoms to but slight de- 
tree, or whose symptoms rapidly disap- 


pear after ai few weeks of rest. Un- 


fortunately, a careful check will reveal 
that in many of this group there will be 
found an actual spread or increase of the 
involvement during the very period when 
the symptoms were slight or unchanged. 
This is particularly true in patients with 
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care of the chronically ill patients. 

The most satisfactory and _ effective 
form of treatment for the individual who 
has been diagnosed prior to the evolution 
of gross destructive disease is artificial 
pneumothorax. This, instituted 
early, is a proved, generally recognized, 
and admittedly effective type of treat- 
ment in a high percentage of cases. 

Tubereulin testing, early diagnosis by 
x-ray, and treatment by artificial pneu- 
mothorax, with the employment of other 
surgical measures in properly selected 
cases, are now the essential procedures 
necessary to meet successfully the prob- 
lem of eradicating human tuberculosis. 
In order to be effective, skin testing and 
X-ray examination must become a routine 
and universal practice. The private phy- 
sician should accept that which is his 
professional obligation and at the same 
time his legitimate opportunity. 


in Pulmonary 


exudative lesions, which are 
characterized on the x-ray by 
shadows having a soft fluffy 
appearance, with ill - defined 
borders. This type of lesion is seen so 
frequently in voung adults that its dan- 
gerous features cannot be too strongly 
emphasized; the exudative lesion is an 
acute or inflammatory one, and the 
changes in it are sudden and rapid. These 
changes, if destructive, may be regret- 
tably extensive before an increase in symp 
toms is noted. 

One example might serve to illustrate 
a frequent occurrence in the history of 
patients entering the sanatorium: —a 
young woman consulted her physician be- 
cause of slight cough, fatigue and loss of 
weight. There was very little expectora- 
tion, and this was negative for tubercle 
bacilli. A chest roentgenogram revealed 
a soft, exudative, minimal lesion in the 
left upper lobe. The patient was sent to 
a summer resort, where she spent two 


17 


BER | | 
of 
ally { 
é 
the | 
and 
V of 
tain 
Who 
any 
nil) 
to 
kin- 
| 
| 


DISKASES OF TIL CHEST 


months resting to some degree, but with- 
out supervision, She gained twelve pounds 
in weight, though a slight cough persisted. 
A second x-ray taken on her return home 
showed that the disease now involved the 
whole upper lobe, with the presence of 
several cavities. The sputum now con- 
tained numerous tubercle bacilli. She was 
sent to a sanatorium at once where pnen- 
mothorax was instituted immediately. 
The value of an excellent and commen. 
dable early diagnosis was jeopardized be- 
cause of the physician’s failure to recog- 
nize the degree of activity present tn 
the lesion. 

The fact that negative sputum may be 
of no significance as to the presence of 
activity was well illustrated by the case 
described above. In patients with exuda- 
tive lesions the absence of demonstrable 
tubercle bacilli may merely indicate that 
there has been as yet no marked casea- 
tion, with subsequent softening, excava- 
tion and rupture into the bronchus. Mi- 
croscopically these exudates consist of 
serum, fibrin, and leukocytes, which may 
closely resemble non-tuberculous pneu- 
monic patehes. The symptoms this 
stage are mild, and by the time tubercle 
bacilli appear in the sputum the exudate, 
instead of resolving, has already pro- 
gressed to caseation and cavity formation. 

The necessity for close observation of 
the exudative lesion is equally important 
even after the patient has entered the 
sanatorium and is on a striet rest routine. 
Here again the physician sometimes finds 
that a slight early lesion of the inflam- 
matory type may actually grow worse, 
under ideal conditions of rest and nourish- 
ment. Pneumothorax may be strongly 
advisable after a few weeks of bed rest, 
when at the onset of the treatment the 
lesion was so slight as to make doubtful 
the need for any treatment at all. 

Thus it is of great importance to re- 
cognize the fact that pulmonary tubercu- 
losis is in the young adult seldom the 
disease of slow onset and evolution that 
it was formerly considered to be. At least 
a careful distinction should be attempted 
in every case as to the character of the 
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involvement. The predominantly prolifer. 
ative, with a tendency to fibrosis, pre. 
sent sharp clear shadows on the roent. 
genogram with little or no change jy 
weeks or months. The exudative type, 
acute and inflammatory, changes rapidly 
for better or for worse, often in a period 
of weeks. 

It is clear that in the type of lesion 
under discussion, symptoms cannot be 
relied upon to indicate the presence of 
activity. Physical signs are practically 
valueless in this respect. Rales may he 
entirely absent in early cases. Heise! 
found them occurring in only twenty-nine 
per cent of minimal and sixty-five- per 
cent of moderately advanced cases of 
pulmonary tuberculosis. Where rales are 
found they may be stationary while the 
disease progresses, or they may increase 
as the disease improves. Heise ' found in 
a study of six hundred and forty cases, 
that of those whose rales were heard over 
an increasing area during a six-months 
period, six per cent showed no change, 
seventy-one per cent were actually im- 
proved, and twenty-three per cent were 
worse. The fact that rales may actually 
increase as the lesion improves is ex 
plained by the facet that during resolv 
tion of inflammatory exudate better area- 
tion of the alveoli occurs. Again rales may 
persist for an indefinite period after the 
tuberculosis has become well healed. 
Amberson * states that such rales have 
been heard for at least eighteen years 
after complete resolution has taken place. 
He states that “Since the early nineteen 
hundreds, doubt has grown to knowledge 
that such rales have no relationship to 
the activity of the tuberculous process.” 
The work of Amberson ? and others indi- 
cates that these rales are due to structural 
damage which is left after the clearing of 
tuberculous areas. These changes include 
interstitial fibrosis, alveolar emphysema, 
and damaged and obstructed bronchioles, 
all of which lead to accumulation and 
poor drainage of secretions in the alveoli 
and bronchioles of these areas. It is ob 
vious from this and similar studies that 
one would be foolhardy indeed to assur 
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the patient of his favorable progress as 
by the physical signs his 
chest. 

li is because of the lack of dependa- 
bility of physical signs and symptoms 
that a number of laboratory aids to the 
determination of tuberculous activity 
have been devised. A Jarge amount of 
work has been done in correlating changes 
in the picture of the white blood cells 
with changes in the diseased lung. The 
Schilling differential count, the lympho 
cyte-monoey te ratio, the  filament-non- 
filament count, have all been studied in 
this relation. One of the most compre- 
hensive of the blood interpretations is 
the leukocytic index, devised to express 
the work of Medlar. It includes values 
for the neutrophile-lymphocyte ratio as 
well as for the total number of neutro- 
philes, lymphocytes, and monocytes in the 
circulatory blood, 

All these studies are based upon the 
realization that the pathological activity 
of the lesion is reflected in the blood 
picture. An increase in percentage of 
monocytes is taken to indicate dissemina- 
tion of the disease with new tubercle for- 
mation, While a predominance of lympho- 
cytes is seen when healing is taking place. 
The neutrophile is most in evidence when 
breakdown and cavity formation occur. 
According to the leukoeytic index an in- 
crease in the monocytes above ten per 
cent, and a rise in the total white count 
above 10,000 present an unfavorable sig- 
nificance. In a similar manner an increas- 
ing percentage of neutrophiles to lympho- 
cyles above a 1-1 proportion is unfavora- 
ble, in that the tendency to tissue break- 
down and ulceration is overbalancing the 
trend toward healing. When the neutro- 
phile-lyinphoeyte ratio is greater than 
1, a-definitely unfavorable trend is in- 
dicated, that is, when the percentage of 
heutrophiles is above sixty-five and the 
bercentive of lymphocytes below twenty- 
five. The total leukocyte count is taken as 
i indication of the extent or volume of 
(iseased tissue present. 

The !iiood sedimentation rate also has 
been exicnsively applied to reflect varia- 
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tions in tuberculous activity, and in many 
causes is a valuable aid in forming an 
opinion. The conclusions from the sedi- 
mentation rate are based on the fact that 
the rapidity of the rate depends upon 
cellular destruction, and thus is an index 
of pathological activity. 

While all these blood studies have de- 
finite value, they cannot be relied upon 
too heavily in the early minimal lesion 
Where they are badly needed. The activity 
present at any one time may be too slight 
to be reflected in these interpretations, 
vet the lesion may be a dangerous one 
With destructive potentialities. For ex- 
ample, one occasionally sees a normal 
blood sedimentation rate in an individual 
having a good sized cavity and sputum 
positive for tubercle bacilli. The presence 
of the cavity and positive sputum bring 
up the possibility of hemorrhage or of 
bronchogenic spread of the disease to 
uninvolved parts of the lung, yet the nor- 
mal sedimentation rate would give no 
hint of this danger. 

Here is where the serial roentgenogram 
proves the most valuable aid we possess. 
Lesions of the soft fluffy type should be 
followed at close intervals until indica- 
tions of healing are definite; that is until 
the abnormal shadows present a sharp 
and clear cut appearance, or have largely 
disappeared because of resolution of 
exudate. Fales ° supports this view and 
quotes MecPhedran’s opinion that “the 
best evidence of a healed lesion is to be 
found in the sharp dense strands which 
remain stable for months under comp. 
etent roentgenographic control.” Brown 
advises that the exudative lesion be x- 
rayed by weeks, and watched carefully 
for sudden changes. 

Ordway ° in his excellent summary of 
the question states that “Serial roentgeno- 
grams, particularly in the beginning of 
tuberculous pulmonary infection, may be 
the only means of demonstrating active 
tuberculosis.” 

It is not enough, therefore, to make the 
early diagnosis. It is most essential to 
determine the degree of activity present. 
Upon such determination the future of 
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the patient may depend. Ordway again 
says °, “while patients are under observa- 
tion and treatment serial roentgenograms 
afford the best means of determining 
activity; next in order of value the leuko- 
cytie reactions, red cell sedimentation 
rate; lastly, physical signs and symp- 
toms.” 
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Report of the Statistical Committee 


On the Medical Schools 


DURING the year your Statis- 
tical Committee sent out ques- 
tionnaires to all the approve 
full course medical schools in the 
United States, sixty-eight in all. 
Fifty-six replies were eventually received. 
Each questionnaire contained eleven ques- 
tions. Some of these questions had sub- 
heads. 

The purpose of the questionnaire was 
to obtain some definite idea as to how 
the subject of tuberculosis was being 
handled in the medical schools through- 
out the country. The committee was 
prompted to do this because one of the 
main objectives of this organization is to 
secure the assistance of the general prac- 
titioner in meeting our tuberculosis prob- 
lem. 

The committee feels very strongly that 
if this is to be done effectively, it should 
hegin with the medical student. In school, 
his interest should be aroused by his being 
given a workable knowledge of the mod- 
ern concept of the early diagnosis and 
treatment of tuberculosis. It is too late 
to get the help of the average medical man 
after he is out in practice unless he has 
been prepared before he gets out. He is 
then too busy with many other problems, 
chief among which is trying to earn a 
living. 

*Read at meeting of the Feceration of American 


Sanatoria, Atlantic City, N. J., June 7, 1937. 
**President, American College of Chest Physicians. 
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d E. W. HAYES, M.D.** 
Chairman 


Monrovia, Calif. 


Those of us who are associated 
with internes who come from the 
different medical schools have 
an opportunity to observe the 
inability of the average medical 
graduate to cooperate in an understand- 
ing way in the handling of tuberculosis. 

The most striking impression, we feel, 
that one gets from the questionnaire is 
the failure of most of the medical schools 
to teach in a concrete way the practical 
things the general practitioner should 
know about the diagnosis and treatment 
of tuberculosis. Medical schools, no doubt, 
have many problems to solve, but it must 
be remembered that the disease tubercu- 
losis has wrought havoc among the hu- 
man race since time unknown and still 
presents not only our greatest public 
health problem, but also causes more in- 
validism and more deaths during the pro- 
ductive period of life, that is, from twenty 
to forty, than any other disease. 

In the majority of schools there is ne 
particular attention paid to the teaching 
of the diagnosis and treatment of tuber- 
culosis. It is just a part of the general 
medical course. In many, the opportunity 
which the student has to learn about this 
subject is entirely dependent upon what 
he can glean from the cases of tubercu: 
losis that appear more or less at random 
in the general medical wards of publie 
hospitals where the instruction is carried 
out, for the most part, by men in the 
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eneral practice of medicine. 

“Not a few of the medical deans ap- 
peared more or less irked at being asked 
to fill out this questionnaire. We realize, 
of course, that they probably get a lot of 
them. A few of the deans said that they 
were not in favor of dividing the subject 
of general medicine into special subjects, 
and this was the attitude of some of our 
est known medical schools. However, 
quite a few of the men in charge of the 
medical schools appeared very much in- 
terested and wrote at length and appar- 
ently feel that the situation regarding 
the teaching of pulmonary tuberculosis 
needs serious attention. Some of the 
schools are already giving this subject 
special attention. Others stated that they 
had under consideration at the present 
time the establishment of sub-depart- 
ments for instruction in the diagnosis and 
treatment of tuberculosis. 

While we do not want to bore you with 
figures, we should like to summarize 
briefly the statistics of the questionnaire, 
which are as follows: 

In the first three questions of the 
questionnaire an effort was made to de- 
termine in what years of the medical 
course general physical diagnosis, as it 
pertains to the lungs is taught as well as 
to find out the number of hours devoted 
to this subject. The replies were as fol- 
lows : 

In one school the physical diagnosis 
of diseases of the lungs is taught in the 
first and second year; in sixteen, in the 
second year alone; in six, in the third 
year alone; in eleven, in the second. and 
third years; in two, in the third and 
fourth years; in six, in the second, third 
and fourth vears. There were seven med- 
ieal schools unable to answer this ques- 
tion definitely. 

In the replies received from 34 schools, 
the average number of hours devoted to 
teaching diseases of the lungs in the 
Junior vear was 43.9. There were 15 
Schools that could not make a definite 
Statement in regard to the hours devoted 
(0 this subject in the Junior year. 

In replies received from 31 schools, the 


average number of hours devoted to the 
teaching of the diagnosis and treatment 
of diseases of the lungs in the Senior year 
was 54.1. There were 18 schools that were 
unable to make a definite statement in 
regard to the amount of time devoted to 
this subject in the Senior year. 

In the next three questions, with their 
sub-heads, an attempt was made to find 
out if medical schools, during the medical 
course, segregated, in their teaching, the 
various phases of the subject of the diag- 
nosis and treatment of diseases of the 
lungs and, if so, the number of hours de- 
voted to these sub-heads. The replies from 
20 schools indicated that the number of 
hours devoted to the teaching of diag- 
nosis of diseases of the lungs was 71.4. 
There were 29 that could not 
make a definite reply to this question. 

In the replies from 10 schools there was 
an average of 51.2 hours spent in teach- 
ing the differential diagnosis of diseases 
of the lungs. Thirty-nine schools were 
unable to reply definitely to this question. 

In the replies from 11 schools, the aver- 
age number of hours devoted to the treat- 
ment of diseases of the lungs was 33.6. 
Thirty-eight schools could not make a 
definite reply to this question. 

The remainder of the questions had to 
do with the manner in which the teach- 
ing was carried out. In 24 schools, there 
was an average of 18.5 hours devoted to 
general lectures. There were 25 schools 
that could not give a definite answer as 
to how many hours were consumed in 
general lectures. 

There were 22 schools where the stu- 
dent devoted an average of 81.5 hours to 
examining patients under the close per- 
sonal supervision and direction of the 
teacher. There were 27 schools that stated 
they were unable to make a definite reply 
as to how many hours were devoted to 
this kind of work. 

There were 39 schools that stated that 
the average number of students to each 
instructor in the examination of chests 
of patients was 6.54. There were ten 
schools that could not answer this ques: 
tion definitely. 
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There were 9 schools that stated that 
their teaching of diagnosis and treatment 
of diseases of the lungs was carried out 
in general medical wards. There were 9 
in which it was done in tuberculosis sana- 
toria. There were 23 in which the teach- 
ing was carried out in both general med- 
ieal wards and tuberculosis sanatoria. 
There were 8 in which the answer to this 
question was either omitted or indefinite. 

There were 16 medical schools’ that 
stated that their students had an oppor- 
tunity during their under-graduate work 
to spend some time as residents in tuber- 
cnlosis sanatoria. There were 26 of the 
schools in which the students did not have 
this opportunity. The answer to this ques- 
tion, on the part of 7 schools, was either 
omitted or indefinite. 

In 11 of the medical schools, the teach- 
ing of the diagnosis and treatment of 
diseases of the lungs was carried out by 
instructors in general medicine; in T, by 
teachers’ specializing in diseases of the 
lungs; in 24, by both the regular instrue- 
tors in general medicine and chest spec- 
ialists. Seven institutions did not answer 
this question definitely. 

It will be noted in looking over these 
figures that the total number of replies 
to any one question does not equal the 
entire number of schools that answered 
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our questionnaire. This is due to the faet 
that an occasional school did not fee! 
called upon to answer the questionnaire. 
but replied by a general letter, simply 
stating that position in their reply. Others 
answered the questionnaire fairly fully 
except in the case of a few of the questions 
In a number of cases the figures, whey 
given, were estimates. 

Finally, the committee feels that the 
place to interest and educate the general 
man in tuberculosis is in the medical 
schools. They do not feel that the medical 
schools should take the attitude that 
working understanding of this subject 
should be left for post-graduate study, 
They feel that, inasmuch as tuberculosis 
occupies such an important place in the 
medical field today, the subject should 
have at least a sub-department in the 
medical curriculum. Accordingly, they 
recommend that a committee composed 
of tuberculosis workers and_ representa: 
tives from the medical schools should lx 
formed, and that this committee work out 
some plan for the more efficient teaching 
of the subject of tuberculosis, that can le 
recommended to the medical schools, and 
that all efforts possible be made to have 
the medical schools adopt such a plan so 
that the teaching of the subject will not 
only be uniform, but effective. 


SOUTHERN TUBERCULOSIS CONFERENCE 


Mark these dates on yvour calendar: 
SEPTEMBER 29,30, and OCTOBER Ist. 
Then, write or wire the John Marshall 
Hotel, Richmond, Virginia, for reserva- 
tions. That is your part. for our part, we 
have arranged an interesting program 
and we are pleased to give you a partial 
list of the speakers for the Conference: 


Dr. A. Myers, President National Tu- 
herculosis Assn., Minneapolis, Minn. 


Dr. Richard A. Overholt, Boston, Mass. 
Dr. Paul H. Ringer, Asheville, N.C. 

Dr. L. J. Moorman, Oklahoma City, Okla. 
Dr. Wm. Atmar Smith, Charleston, S.C. 
Dr. LeRoy Gardner, Saranac Lake, N. Y. 
Dr. Louis Hamman, Baltimore, Md. 

Dr. David I. Smith, Durham, N. C. 
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Dr. Horton Casparis, Vanderbilt) Univer 
sity, School of Medicine, Nashville, Tenn. 
Dr. Paul A. Turner, Louisville, Ky. 
Dr. J. R. Brunner, Miami, Florida. 

Dr. J. B. Naive, Knoxville, Tennessee. 
Dr. John Donnelly, Charlotte, N.C. 
Miss Frances Brophy, National Tuberet 
losis Association, New York, N. Y. 

The Southern Tuberculosis Conference 
is composed of the following states; Ala 
hama, Arkansas, Florida, Georgia, Ken 
tucky, Louisiana, Mississippi, North Car 
lina, Oklahoma, South Carolina, Tenne 
see, Texas, and Virginia. 

Kdward J. Murray, M. 1)., Presiden 
Southern Tuberculosis Conference, 
Lexington, Kentucky. 
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ASH EVILLE 7 HEIGHTS SANITARIUM 
modern sanitarium fully equipped for the 
NORTH CAROLINA treatment of pulmonary tuberculosis 


Descriptive literature upon request 


‘The Land of the Sky”’ 


ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM 


diseases of the chest. (Conducted by the Sisters of Mercy) 
MEDICAL STAFF: 
H. Cocke, M.D. 
S. L. Crow, M.D. J. W. Huston, M.D. 
Mas. W. I. Asernetuy, R.N., SUPERINTENDENT Graduate nurses in attendance 


Fireproof, steam heat. All rooms have private sleep- 
ing porches with private or connecting baths. 


ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


Owned and operated by Mrs. Florence Barth 
Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 


| 
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PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical treat- 

ment of tuberculosis. An especially constructed unit for thoracic surgery. The 

most recent advances in pneumolysis applied to those cases demanding this 
branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
Medical Directors: } 1004 Stevens Building Portland, Oregon 


° 
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GRACE LUTHERAN SANATORIUM For ‘TUBERCULOSIS 
701 SOUTH ZARZAMORA STREET SAN ANTONIO, TEXAS 

Admits patients irrespective of denomination or creed. Idea] all year climate....Excellent medical and 
hursing care. 

“Radiographic, Fluoroscopic, and Pneumothorax service.’ New, distinctive, Individual Bungalows.... 
highly modern; also Private Rooms with baths and sleeping porches....all equipped with radio.... 
Beautiful grounds....Moderate Rates. 

For booklet and information address ....PAUL F. HEIN, D.D., Pastor & Sup't. 


+ 


HOLY CROSS SANATORIUM (NON SECTARIAN) In the Health Zone of the Nation 


_A large, modern, privately owned, 250 bed Institution, comprising 500 acres, with Truck Garden, Poultry and 
Dairy Farms. Well balanced menus. 

A “Home away from Home,” with each Room and Ward adjoining a private, airy sleeping porch. Also private 
tooms with bath. 

A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid 
and wholesome entertainment. X-ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and Ultra 
Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
cent pure. RATES $15.00 to $22.50 A WEEK 


SISTERS OF THE HOLY CROSS, Supervisors » « Hoty Cross, New Mexico 


When writing please mention DISEASES OF THE CHEST 
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DISEASES OF THE CHEST 


The Use of Sulphanilamide 


Titts chemical, although 
known for half a century, has 
heen used therapeutically dur- 
ing only the past four years 
following the suggestion of Dr. Heinrich 
Horlein, director of I. G. Farben-indus- 
trie, a German dye company’. Probably no 
other compound in medical history has 
held so great curative promise. Hach week 
brings forth new articles reciting thera- 
peutic values, 

It is cheap. It is easily procured. It can 
he given by any physician as a pill or as 
an infusion. It appears to have low tox- 
icity for most people,—a small percentage 
it affects seriously. Because of this the 
present known dangerous potentialities 
should be thoroughly understood by any 
one using it. 

lses 


it is a potent chemotherapeutic agent 
when used in betahemolytic streptococeal 
infections® *; chronic cases of this type 
may yield, Erysipelas subsides quickly’, 
the author treated There 
ure many references to its use in strepto- 
coccal infections, especially in puerperal 
sepsis, septicemia’, meningitis, and empye- 
ina. Meningococcal meningitis cases” vield 
to this therapy. It has reduced complica- 
tions in scarlet fever 21 per cent’. Gono- 
infections’ have yielded in an 
amazing manner. The author has used it 
with treatment of 
eangrene'. In type iii pneumococcal in- 

hats found effective. 
have disappeared from the 
mnatlaria’ under this 


infections have 
44 


has one case. 


coceal 


success in the gus 


fections" it been 
blood = in quartan 
therapy. Bacterium coli 
heen treated with success 

It should be given as early as possible 
in treating the above infections. . positive 
diagnosis is desirable, hut a strongly pre- 


sumptive one is sufficient. 
Dosage 
In adults’ of 100 pounds or more, 10 


‘Instructor in Orthopedic Surgery, The Johns Hopkins 
University School of Medicine. 
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HAROLD R. BOHLMAN, M.D.* 
Baltimore, Md. 


to 16 five grain tablets for 
the initial dose which in ahoy 
seven hours should raise egy 
centration in blood to approx 
imately 10 mgm. per cent. If 50 to % 
pounds, 6 to 10 five grain tablets. Fo). 
lowing the initial dose, 2 or 3 tablets a 
four hour intervals should be given, 
Children weighing from 25 to 40 pounds 
should be given 4 to 6 five grain tablets 
and 1 to 2 tablets every four hours after, 

If patient cannot swallow the tablets 
or absorption is faulty (determination of 
concentration in the blood can be made 
and should be & to 10 mgm. per cent) 
then parenteral route may be used. Sul 
phanilamide is soluble up to L per cen 
in physiologic saline solution at 98.6" F 
The solution should be brought to boiling; 
removed from flame and o.8 to 1 gm. ol 
chemical added per 100 cc., shaking flask 
will hasten dissolution and it should ther 
he cooled to 98.6° F. and given by hypo 
dermoclysis: 1 per cent solution keeps 
fairly well at room temperature: it will 
crystallize out of solution in the ice boy. 
In adults T00 ce. of this solution is an 
initial dose, followed by 500 ce. at eigh! 
hour periods during the first twenty-fouw 
hours. Smaller doses should be used in 5! 
to 90 pound individuals. 100 to 200 ce 
may be used in children of 25 to 50 pounds. 
Babies may be given 1 gm. per 10 pounds 
of body weight during the first 24 hours 
Intrathecal injections may be given bul 
Long cautions, “Never inject the solution 
under positive pressure.” 

“Prontosil solution” should be given 
subcutaneously, 20 ce. at four hour inter 
vals. 50 to 90 pound individuals 10 to bb 
ec.; Children 5 to 10 ce. It has been given 
by intrapleural route”, 

Dosages are changing continually and 
the author feels that smaller initial doses 
may well be used; and has found the fol 
lowing dosage very satisfactory ; 80 grains 
for two days, 60 grains for three days, and 
10 grains for eight days. With definite 
clinical improvement the dosage should 
be reduced. Long advises cutting the dox 
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In the heart of the Adirondack State Park” ; 
Friends to the Tuberculous 
COLLINS & LOW MC BEAN COTTAGE 
‘ NURSING COTTAGE 89 Park Avenue 
7 Front Street Located in the most desirable section of Saranac 
Rooms with porches—modern conveniences—tray Lake -facilities for any type of accomodations. 
service—home cooking—reasonable rates. Mrs. C. M. McBean, Prop. 
FALLON COTTAGE NOYES COTTAGE 
33 Franklin Avenue 16 Helen Street 
Located in a desirable section of Saranac Lake All rooms with sleeping porches, with and with- 
Modern accomodations at reasonable rates out private baths-——good location—home-cooking 
Homelike atmosphere. Individual diets. 
Mrs. Anna Fallon, Proprietor Miss Cathryn A. Noyes, Prop. 
FRANKLIN MANOR TULLY COTTAGE 
68 Franklin Avenue 164 Broadway 
A private sanatorium for tuberculous patients A homelike cottage for the care of tuberculous 
requiring nursing care—excellent location—spec- > +patients-home cooking—pleasant environment— 
ial attention to diets—rates upon request. close in to town—moderate rates. 
M. Camilla Hayes Hudson, R. N., Supt. : Mrs. Frances Tully, Prop. 
GONZALES COTTAGE WARSCHAUER COTTAGE 
80 Park Avenue 64 Park Avenue 
Nursing and ambulatory suites—rooms and A small private sanatorium, where a patient can 
porches, with or without private baths—Spanish secure individual care and excellent food— 
and American cooking. moderate rates. 
Mr. & Mrs. Alfredo Gonzalez, Mgrs. > Mrs. Edna K. Warschauer, Mgr. 
LYNCH COTTAGE WERLE COTTAGES 
88 Riverside Drive 110 Main Street 
On the Lake—-Facing the Mountains—Rooms and { Close to town—residential district—all modern 
porches; some with private baths—nursing ser- conveniences—rooms with and without private 
vice—rates reasonable. baths—moderate rates. 

Katherine C. Lynch, R. N., Prop. Aletta Werle, Prop. 

HOEBLING NURSING SAGEMAN NURSING 
COTTAGES COTTAGE 
26-28 Front Street 32 Park Avenue 
Rox Is and yorch j e { 
oa a porches with and without api ane A comfortable home for the tuberculous—rooms 
aths running water—special diets when with d ithor h 4 
recuired—graduate nurses—rates upon with an without sleeping porc es—gra uate 
application nurses in attendance at all times. 

Mr. and Mrs. H. Hoebling, Props. Mrs. George C. Sageman. Prop. 

When writing please mention DISEASES OF THE CHEST 25 
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one third—and still another third with 
further improvement. 


Toxic Symptoms 


Varving subjective symptoms occur; 
mental confusion, nausea, even vertigo, 
paresthesias, ete. Individuals under treat- 
ment should not fly or drive. Sedatives 
should be with caution while sul- 
phanilamide is being given. Gastric dis- 
comfort is frequent. Acidosis” may occur 
with drop in CO, combining power of 
blood. Southworth’ noted this drop and 
lists two cases of air hunger, with very 
acid urine, without ketonuria. For acid- 
Long of 1/6 molar 
sodium Jactate solution either by intra- 
yenous or subcutaneous route, with fre- 
quent small hypodermoclyses of this solu- 
tion in infants. Fever may occur with 
larger doses. Drug eruptions and des- 
quamation may occur. Patients under this 
therapy have fainted on the street; one 
fell from a truck, another noted great in- 
coordination”, 

Dyspnoea and cyanosis may occur. 
Physical exertion should be reduced to 
i minimum in these cases, and a careful 
blood check made at least daily. Frost®' 
lists a death with cyanosis and respira- 


used 


OSIS suggests use 


tory failure. Discombe*’ notes sulphemo- 
globinemia following sulphanilamide ther- 
apy and thought it was associated with 
use of magnesium sulphate. He notes 
ereat danger if hemoglobin falls below 30 
per cent, after which deeper cyanosis will 
not occur and continued use will further 
change hemoglobin to the inert form; he 
asks “what would be the plight of a pa- 
tient with infection and 15 per cent hemo- 
globin?” He cautions danger in anemia 
patients. Paton and Eaton found sul- 
phemoglobin in blood by spectroscope 46 
days after therapy was stopped; and note 
that it was intracorpuscular. They state 
methemoglobin may oceur but quickly 
clears (24 hours) with oxygen. They have 
found both occurring in one case’. They 
caution avoidance of magnesium sulphate 
or any drugs with sulphone group—SO,— 
when giving sulphanilamide; and suggest 
transfusion. lists a death from 
agranuloevtosis following use of this 


Borst”? 
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compound. Harvey and Janeway deg 
cribe three acute hemolytic 
anemia of great severity, one with 0 Ped 
cell count reduced to 1,570,000, hemo. 
globin of 30 per cent, and white blood 
cells of 87,000, temperature rising to 
102.6 after above therapy; patient re 
covered with transfusions. Another cage 
revealed 18 per cent hemoglobin but re. 
covered with transfusions. They note de. 
pression of liver function. Janeway has 
since noted eight additional cases; one 
with severe hemoglobinuria and uremia 
as result of this medication. 

Long’ states that damaged kidneys 
excrete sulphanilamide slowly and _ sug. 
gests watching blood levels daily; can 
tions stopping the drug, if 15 or 20 mgm. 
per cent is reached. Foreing fluid will 
aid in flushing it out of the system. The 
author has two cases in which hemoglobin 
has not returned to normal in eight weeks. 

Some druggists are refusing to sell this 
compound except by preseription. This 
seems very and 
couraged. 


cases” of 
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Summary 


1. Sulphanilamide should be given only 
under the closest supervision. 

2. It is not a panacea. 

It has great therapeutic values in cer: 

tain types of bacterial infections. 

!. The author believes that huge doses 
should be avoided. 

». Toxie characteristics should be fully 
understood before prescribing, and one 
should be prepared to transfuse on 
short notice. 

6. Much more knowledge is needed re 
garding all phases of action of this 
drug. 
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SPRINGFIELD 


Palmer Sanatorium 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. j 


Circulars on request: Dr. Georce THomas PALMER, Medical Director. 


‘LAUREL BEACH SANATORIUM 


SEATTLE (On the Salt Water Beach) WASHINGTON 
A private sanatorium fully equipped for the modern treatment of Chest Diseases. ...X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets wnen required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 


FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 


ST. LUKE’S HOME 


SPECIALIZING IN THE ACTIVE TREATMENT OF TUBERCULOSIS 


Phoenix, Arizona, altitude 1100 feet—October to June. 
Prescott, Arizona, altitude 5300 feet—June to October. 


A highly favorable climatic arrangement. j 


SOUTHERN SIERRAS SANATORIUM 


Location, near but not directly on the desert (altitude 
2,400) combines best elements of desert and moun- 
tain climates....A sustained reputation for satis- 
faction, both among physicians and patients... .Send 
your next patient here, and you may be assured of 
his receiving maximum benefit, and of his full 
gratitude. 


C. E. ATKINSON, M.D. MEDICAL DIRECTOR 


MARYKNOLL SANATORIUM 


| 

° 

| MONROVIA (Maryknoll Sisters) CALIFORNIA || 

e A sanatorium tor the treatment of tuberculosis and other diseases of the lungs. Located in the § 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- 
ern and comfortable. General care of patient is conducive to mental and physical well being. 

Sister Mary Edward, Superintendent E. W. Hayes, M.D., Medical Director 
° 


ST. VINCENT SANATORIUM _ iew'texico 


Information TUBERCULOSIS IN ALL FORMS Conducted by 
and Rates Rosert O. Brown, M.D. SISTERS OF 
on Request MEDICAL DIRECTOR CHARITY 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


St. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 


The Most Beloved and Famous Institution of the Southwest 
A 100 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED 
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“Reading Time of Papers published in Diseases of The Chest — 5 to 15 minutes.” 


100 Beds for Crippled Children 200 Beds for Tuberculosis 


ST. JOHNS SANITARIUM, SPRINGFIELD, ILL. 


Complete in every detail. Rates low—because of the services of the 
Hospital Sisters of St. Francis. 


DR. ROBERT K. CAMPBELL Address: 
Medical Director. SISTER ULRIKA, R.N., Supt 


BROWNS MILLS -In The Pines 
NEW JERSEY 


80 miles from New York City; 32 miles from Philadelphia; 3 miles from Camp 
Dix—-Ideally located for patients with respiratory diseases. 


Manor Nursing Cottage Browns Mills Nursing Cottage Sycamore Hall Sanatorium 


Equipped with X-ray and Fluros- _ 
+; Pneumothorax. -xcellent Medical and Affiliated Surg Equipped with every moder 

ical Treatment for Tuberculous pa hone 

Lillian E. Hutchings, Owner tients. Well Known For Home-Like saad 
Environment and Excellent Food. = 

Marcus W. Newcoms, m.D., Medical Director 
| Subscribe to Diseases of the Chest, : 
| 

THE PRACTICAL JOURNAL ON CHEST DISEASES | 
| 
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| | The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 


: asthma and other allergic diseases; asthenics and others who require 
Write for particulars 


rest and supervised medical care . . . . An ideal all-year location. 
; POTTENGER The grounds surrounding the Sanatorium are beautifully parked and 
9 (Ma pena OR add much to the contentment and happiness of patients. 
9 (une Close medical supervision. Rates reasonable. 
AND CLINIC F. M. Pottencer, M.D. Medical Director 
J. E. Pottrencer, M.D. Asst. Medical Director and Chief of Laboratory 
108 MONROVIA. CALIFORNIA Leroy T. Petersen, M.D. __ Asst. Physician and Roentgenologist 
F. M. Potrencer, Jr., M.D. _... Assistant Physician 


McCONNELSVILLE, OHIO 


FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 


DR. LOUIS MARK, Mepicat Director 
677 N. High St., Columbus, Ohio 


H. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


GLEN SANATORIUM 


Graduate Nurses 


Beautiful Surroundings Reasonable Rates 


he 
In the Delightful Sunshine of Tucson, Arizona 
EXCELLENT ACCOMMODATIONS 
Kart BARFIELD Samuet H. Watson, M.D. 
Managing Owner & Medical Director 
jum 
m 
METHODIST SANATORIUM 
ALBUQUERQUE, NEW MEXICO 
— A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cot- 
tages surrounded by beautiful lawns and trees— Open to all physicians— Rates $50.00 to $75.00 per 
month ——- medical care extra. 
— MRS. MINNIE G. GORRELL, Superintendent 
— 
| 
|| VON ORMY COTTAGE SANATORIUM 
An institution designed for th 
VON ORMY. TEXAS at moderate rates. Beautifully located on the Medina’ River = 
| } FRANK C. COOL President ogy ee | plendi : year ‘roun climate. Our own dairy and egg 
| | W. R. GASTON _Manager For booklet please write the manager. 
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ORGANIZATION NEWS 


Jamie WILLIAM DICKIE 
OBITUARY 


Dr. Jamie William Dickie of Southern Pines, 
North Carolina died Tuesday morning July 6, 
at 8:25 A. M. at the Moore County Hospital, 
North Carolina. Apparently he had been in 
good health until three days before, when he 
developed a severe heart attack. The next day 
pneumonia developed and he lived only 72 
hours. He was 43 years old. Dr. Dickie was 
one ot two sons of George T. Dickie of Ontario, 
Canada and Amalie Copplege Dickie and was 
born in Epsom, North Carolina on October 25, 
1894. He was a graduate of Wake Forest Col- 
lege and Jefferson Medical College. Following 
his graduation he joined the U. S. Navy Med- 
ical Corps, with which organization he served 
throughout the war. Following his discharge 
from the service he spent two years working 
with Dr. W. L. Dunn of Asheville and several 
other tuberculosis Sanatoria: He came to 
Southern Pines in the fall of 1919 to establish 
Pine Crest Manor Sanatorium. He was active 
medical director of the Sanatorium until last 
summer when he left to spend a year doing 
post-graduate work in internal medicine in 
the Graduate School of Medicine of the Uni- 
versity of Pennsylvania and at Peter Bent 
Brigham Hospital in Boston. He had returned 
to Southern Pines only a few days before his 
illness, to again assume active direction of the 
Sanatorium. 

Dr. Dickie was always very active in the 
civic affairs of Southern Pines. He was a 
charter member and former president of the 
Aberdeen Kiwanis Club. 

Dr. Dickie is survived by his wife, the form- 
er Inez Benthal of Woodland, a son, David 
Henry, a daughter, Jane, and his mother and 
one brother, Durwood Dickie of Henderson, 
North Carolina. 


Dr. Dickie was a member of the Moor 
County Medical Society, Fifth District State 
Medical Society, Southern Medical Association, 
American Medical Association, American Coq. 
lege of Physicians, and American College 9 
Chest Physicians. 


Appointments In Colorado. 


Dr. Charles O. Giese, Colorado Springs, ha; 
been appointed as the Medical Director of the 
Modern Woodmen of America Sanatorium 
Woodmen, Colorado. The sanatorium is fo 
members of the Order of Modern Woodmen 
of America and is located seven miles from 
Colorado Springs. Dr. Giese succeeds Dr. Fred 
A. Forney, who resigned to accept the position 
of Director of the newly created Division of 
Tuberculosis in the State Welfare Department 
Dr. Forney will be in charge of administering 
funds recently voted for the hospitalization 
of indigent tuberculous citizens of the State of 
Colorado in private tuberculosis sanatoria lo- 
cated within the State. 


1938 Annual Meeting. 


Dr. Edward W. Hayes, Monrovia, California: 
President of the American College of Chest 
Physicians announces the following appoint- 
ments to arrange and supervise the 1938 meet- 
ing of the American College of Chest Physi- 
cians, which will be held at San Francisco, 
California, June 13th. 

Dr. Wm. C. Voorsanger, San Francisco, Calli- 
fornia; Chairman, General Arrangements 
Committee. 

Dr. Harold G. Trimble, Oakland, California; 
Chairman, Scientific Program Committee. 

Dr. Harry C. Warren, Belmont, California; 
Chairman, Entertainment Committee. 


DOCTOR: SEND YOUR NEXT PATIENT TO THE 
NORUMBEGA SANATORIUM | 
MONROVIA — CALIFORNIA 
A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 
FRANK PORTER MILLER. M.D.. Medical Director \ 
Southwestern 
NEW MEXICO 


Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
Well Country. 


Write For Information and Rates. 
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